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All required smoke detectors, including those 1. What comrectiva action(s) will be accomptishad
activating door hold-open devices, are approved, for those residents found to have been sffacted:
maintained, inspected and tested in accordance Prop was removed from doors in the central
with the manufacturer's specifications.  9.6.1.3 Haltway on 3110/13. awzms3
2. How will you identify athar resiients who have
the petantial to be sffacted by the same deficient
. practice and what corrective action wilt be taken.
This STANDARD is not met as evidenced by: All current residants have the potential to be
Based on testing and abservation, it was Z:ﬁ:;if:ﬂg&ﬁgzm’mﬁ:;
determined the facll_ily talled to maintain the azgoviates to kaep smoke and fire doois elear of
smoke and fire barrier doors. obstrustion. 41512013
; . 3. What megsures will be put infa place or
The finding included: whal systamatic changes will you make
to ansure that the daficient practice will
On 3/10/13 at 2:00 pm testing of the two fire not recur?
fsmoke doaors in the central hall revealed ths The Diractor of Maintenance or Maintenance
Doars were propped open and ware hot Aasistant will canduct weekly audits for three
connecied to the alarm system. monthe of smake and fire doors to ensure they
) ara clear of ohstruction, 41512013
This finding was acknowledgad by the 4, How will the comective action{s) ba
Administrator and verifled by the Maintenance monitored & ensura the deficiant
Director during the exit interview on 3/10/13. practice wilf not reoceur; Le., what quality
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD KOp7| 8ssurance program wil ba putinto placs.
S8=g The‘ Directar of Mainténsnce nr_drgna.le will
Heating, ventiating, and air conditioning comply fevigw tha door obstruction audit and wit raport
. . . findings monthly times three months to the
yvlth the provisions of section 9.2 and are installed membars of the Petformance Improvament
in accordance with the manufacturers Committee. The commiitee will review the
specifications. 18.5.2.1, 9.2, NFPA 90A, findinga and make racommendations if any afeas
19.5.2.2 ane found to be deficient, The Perdormance
Impravement Cammitiss includes the Medical
Diractor, Exgcutive Director, Director of Nursing,
Pharmacist, Director of Rehab Services, Director
. of Business Development, Business Office
This STANDARD s not met as evidenced by: _ g:ﬂf.?;:;g:,ﬁ:fc’:d E‘;Z“’;s‘;fpﬁr::ﬁr of
Based on observation, it was detsrmined the Information, Difector of Recreational Services,
facility failed to maintain the heating ventilation Diractor of Maintenance, Director of Sacial
and the air-conditioning systarm, Services, and Staff Development Coomdinator,  [4/5/2013
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K 067 | Continued From page 1

The finding included:
©On 3/9/13 at 2:03 PM, observation within the

there was no negative air pressure in the
restroom.

This finding was acknowledgad by the
Administrator and verified by the Maintenance
Director during the exit interview on 3/10/13.

MNurses ' restroom in the south hall area revealed

1

K067/ -

KO8T .

1. What corrective getion(s) will ba aceomplished
for those residents found to have been affected:
Nagative alr pressure was restored 2/22/13 (o the
nurees’ restrbom in the south hall by the Dirsctor
of Baintanance.

2. How will you identify other meidents whe heve
the potential tp be affected by the seme deficient
praction and what corfective aetlon will be taken,

All current reskdients have the potentiat to be
affected, An audit was condusted 3/18/13 by the
Director of Maintenance of fagliity bathrocms to
onaure negative air pressurs was prasent.
Adjustments were made as needed to ensurs
negative gir flow.

222013

4/5/2013

3. What measures will be put into place or
. what aystamatic changes will you make
o Ensum that the deficent practice will
not racur?

The Director of Maintenange or Malntenance
Assiatant will conduct weekly audlte for three
months of facility bathrooms ta determine If
negative §ir pressum Is present. AIB2013
4, How will the corrective action(s) be
monitored to ensure {he daficient
practice will not rececur; i.e., whit quality
assurance-pregram will be put into place.
The Director of Maintenance or designes wiil
review the restroom negative alr audit and will
nepert findinge monthilytimes three months 1o the
membars of the Perfermance Improvement
Committee. The commlitee will roviaw the
findings and make resommendations if any areas
are found to be deficient. The Perfomance
Improvemant Commitie2 Includes the Madical
Diractor, Executive Diractor, Director of Mursing,
Phamaclst, Diractor of Rehab Servicas, Director
aof Buginess Developient, Business Office
Manager, Rirector of Admissions, Director of
Enviranmental Service, Director of Health
Information, Qirector of Recreational Services,
Director of Mairtenance, Director of Sgelal
Services, and Staff Development Coordinator. 415/2013
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